Twvo forms of accident service have emerged.
Firstly, the specialized accident hospital staffed by accident surgeons who treat every form of injury, such as the Birmingham Accident Hospital organized by Gissane. The other type is the accident service in a general hospital, such as the Radcliffe Infirmary, which is in the charge of orthopaedic surgeons who have the help of associated specialists, i.e. plastic surgeon, neurosurgeon, thoracic surgeon, genito-urinary surgeon, etc. The majority of areas have adopted the latter form, as it is felt that the specialist surgeon is the best person to cope with specialized injuries. For instance, the genito-urinary surgeon can deal best with a ruptured bladder. An accident surgeon would only have occasional opportunities to deal with this injury, whereas the genito-urinary surgeon is commonly opening or dealing with the bladder. The same applies to other specialties, such as neuro-surgery or chest surgery.
The orthopaedic surgeon is responsible for resuscitation and treatment of all skeletal injuries and he calls in the other specialties as required.
It is convenient to divide all accidents into two types:
(a) Major injuries are those requiring admission to hospital.
(b) Minor injuries are those requiring casualty treatment only.
We believe that all -major injuries should be taken at once from the scene of the accident to the major accident unit for the area, by-passing all other hospitals so as to ensure the most efficient treatment. The only practical way to work such a scheme would be with the co-operation of the police and ambulance services.
It would be, of course, difficult for ambulance workers and police at the site of an accident to decide whether a casualty is a major injury. It should be assumed that every injury requiring an ambulance should be regarded as a major injury until decided otherwise by a doctor. A certain number-of minor injuries will inevitably be taken on an unnecessary long journey to the accident unit.
While it is important that major injuries should be treated as described below to save life and reduce disability and suffering, it is equally important that minor injuries should be treated at the local hospital from the economic point of view. (g) A mobile major accident unit able to go to areas of a major disaster.
(io) Its own operating theatre with specialized X-ray equipment so that operating sessions are readily available throughout the week.
(ii) Frequent fracture clinics and hand clinic each week.
(I2) The services of orthopaedically trained after-care sisters.
Certain cases might need to be transferred to regional centres, i.e. -neuro-surgical, thoracic, facio-maxillary or to units for burns and spinal?
injuries.
The minor accident unit is the nearest hospital to the patient's place of work or home.
-The minor accident department must be an efficient unit whose function is to treat all accidents, as before, except major injuries (98% of their' present work).
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(6) A mobile blood transfusion unit and mobile major accident unit are available. This accident service still suffers from the following disadvantages:
(i) Experienced casualty officers are difficult to obtain and too often at weekends at the small hospitals only unregistered house officers are available for the immediate treatment of accident cases.
(2) No casualty departments in the group are open after midnight. (5) There may be no beds available. The patient has to be transferred, resulting in delays and unnecessary movement. An injured patient should be tucked up in a warm bed within 30 minutes of arriving at hospital unlesse more urgent treatment is-required.
(6) Some patients -have to be admitted to general surgical wards whose staff are inexperienced in the treatment of accident cases and equipment is inadequate.
(7) It is often difficult to find a free operating session for accident cases at short notice and delays occulr in treatment.
(8) With accident cases in so many different hospitals it is not possible to equip each hospital fully. This may result in transferring patients at times.
We are fortunate in having a new 300-bedded hospital being built next year at Slough, where we hope to have a 70-bedded accident unit in a general hospital with a plastic and neuro-surgicaI subcentre. It is our intention to close all accident beds in the other hospitals and arrange for all 
3.7%0
Minor injuries (not admitted) . . 96.3%,/ .Analysis of the total work done in the casualty departments at present showi-s that the treatment of 96.50 of all new casualties, or 98.5°of total casualty attendances, is concerned with minor injuries. Again analysis of work in the minor operation theatre shows that 97.20o of all operations were for minor injuries.
Thus it will be seen that removing the major accidents from the other hospital casualty departments will reduce the work very little, but the interest of the major case would be lost. We hope, however, by regular talks and conferences to be held at the major unit for all medical and nursing staff in the Group Accident Service, to compensate -for this.
We anticipate some opposition from doctors not familiar with the present-day problems of accident wvork and considerable opposition from lay members of H.M.C. and house committees who favour the old idea that an injured patient should be taken to the nearest hospital oblivious of what facilities exist there.
Finally, we feel the time has come to rename the casualty departments of hospitals 'accident departments,' where only accidents are treated.
